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On September 28, 2007 =t approx natgly 10:30
AM the State Agency received an « mail
concerning the ¢care and freatment oF tite clients
as described below: :

1. Qualified Mental Reiardation Pr :ﬁesmonal

(QNIRP) current monthly reports ai of September

19, 2007 were dated July 2007;

2. Primavy Care Physician ' s progt 1ss holes
dated May 29, 2007 indicated " pot r ordl intake
with negative Gl w::rk-up .. consld r pasaihle
PEG, "

3. A reviewr of [Client#£2) weight for rev&lad fhat)
weight has been stable, and gaine one fo {wa
pounds sieeMarch 2007;

4. Onty one of the four clients who! e retords
wera reviewed revealed that reguli r communily
outings were provided during the n onths of
August and September 2007; and

5. Chinical therapy recomrnendatiol s wére not
implamenied. For example, there \ @s lto
evidence that the ctiert was provid d bverage
and-water to him betwaen meals w as
implernentad; there was no eviden 2 that client
#1 physicsl therapist.’ ¢ recormnedt Jatien for - .
Client #1to lfe in 2 prone pesifion & r tef minutes.

‘| a day, thwee days a week was impl whepted Cliert

#1 was not wearing his biker' s gk ves)as
recommended by his psychotogist, andClient #3t

| had not been using his comstumic: fon device, a$

recommended by his speech there sstiClient
#3's communication device was re oriddly "net
warking" for the past two franths,

“The findings of ihe investigation wi ra Hased on
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" 1900| Gontinued From page 1 { 000
observziiofs at the group komae ar 4 onke day
progran), intendews with guaup het e attd day
program direct care staff, nursing 1 nd
adminisirative staff, and review of « fflamfland
administrative records; including in sidest reports..
1500 3523:1 RESIDENT'S RIGHTS 1 500 ,
Each GHMRP residence direclor s 1all énsure
that the rights of residents are obs rrve% and
protectad in accordance with D.C. .aw 2-137, this ; .
chapter, and other applicable Disty 2t and federal 3523.1 Resident’s Rights

laws.

This Statute is not met as evidanc »d b&'
Based on observation, inferview ar d record
review, the GHMRP failed to ensw 2 the
protections of each clients rights.

Ti’lB finding mcludes: .
(See Federal Deficiency Repott & ation W128)

See Federal Deficiency Report
Citation W120
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On September 28, 2007 at approx namby 10:30
AM the State Agency received zn 1« mail ‘
concerring the care and treatment of e clients
as described below:

1. Qualified Mental Retardation Pt sestional ‘
(QMRP) cuirent monthly reporis & of Septembet
| 18, 2007 were dated July 2007; .

2. Prirmary Gare Physieizn * s progi 2ss hoies 1
dated May. 29, 2007 indicated ™ pol r oral intake
with neqa&wea Gl work-up .. ccmsid s pdesible
PEG: "

3. A review of {Cliert#2] wmght lo} tevialed that
weigit has beanstable, and galne [ oné to two
pounds since March 2007,

4, Only one of the four clieits who e recards
weare reviewed revealed that reguli r commnity
outings were provided during the n ontis of
August and September 2007; and

&. Clinical therapy recommendatio s were not
implemented. For edxample, there ) ras fio
evidence that the client was provid :d beverage
and waler to him between meals v as
implameanted; there was neo eviden e that client
#1 physical therapist ' s recommet dation for
Client #17to lie in 2 prone posttion f rted minutes)
a day, three days a week was impl xmefited Cliertt
#1 was not wearing kis biker’ s gk vesjas '
recommended by his psychologist and Client #3|
had not been tging his comimsnic: tiondavics, 2%
recommended by his speech thers pist/Client #3%
carimunication device was repori cly "net

't warking” for the past iwoe months,

LAGORATORY DECTORE GR7 ERSUPPLIER REF ESEHTATIVES SIGNKNTURE TITLE . .
Wineds, B DES - Yl 7 7.

Any deficiency statomant anding with an asterisk (*) den tes adeﬂclsnay WIml:h the institubian fnay be excused from corracting providing it is detesmined that
other safaguards provide suficlent protaction to the patle at=. (Bee instuctions) Exespt for nursing homss, the fmdings statéd above are disclozable 90 days
following the date of survey whether or not a plan of com ctlomis provided) Fo rursing homes, the above findings and plans of comection are disclosable 14
days fallawing the date thess doeuments are mads évall ble 10 the facilitys If deficlencies are oneq, an approved plan of umrrucﬁun s requisite to continued
pmgram partlc!pat-}on .
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W Q00 | Continued From page 1

' An investigation was canducted on Octbber 9,.
2007 to verify compliznce with the sasi¢ -

-stindands of practice. and ICFMR: :
requirernents in active treatment 2 1 client

| protection.

'| The fincings of the investigation w¢ re bbsed on
. | observations at the group heme an 1 one day

| prageaim, interviews with group heor re ahd day
program direct care staff, nursing z nd
-administrative staff, and rexiew of « et and
administrative reconds; including in Jdent reports.
W 120 | 482,410(d)(3) SERVICES PROVI D WITH
OUTSIDE SOURCES

The facility tmst assuoe Hat cutsid » seﬁwces
meet the needs of each client.

. | This STANDARD is not mef as evi Jensed by:

-| Based on interview and record revi »w, the facility:
failed 1o ensure that oulside servici s met the
needs of one of four clients in the « amme (Cliant
#1). .

The ﬁndmgs mclude

On Ocicber 8, 2007 Clisrt #1's da) program casg
manager was interviewed at 12:06 PMe&nd
revealed that the clidnt's behavior | tendientions
_as prescribed by the elient's primar ¢ cage
‘physician had not beer implements d. ¥ should
be notari that the failurs to implem: nt the

Injury asi evidenhced balow:
1. Client #1 has a behavior of hatu  bititg and -

was prascibed “hand.mitts or biker' ; gldves to ber
worn for 1 hour dusing exhibitions «  sitifself

prescibed intervention may have re suitedd in cliem ‘

W 000

W-120

‘ORM GMS~-2567(02+80) Previous Versions Obsolste Bront I0:PBLEBY

Facility Ib: 00692
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W 120 | Continued From page 2 - W120 W120
-| injuricus behaviors] o prevent inju y." The day- This Standard will be met as
program's Gase manhager revealed thatithe client! evidenced by:
had a pair of white gloves and-prer entad them for
validalion. - The case manage stal =d that the
client did not wear ¥ gloves beca ise ihe day
pragram did not have g physician's ordgr. * 1. QMREP will consult with the behavior
Review of Clhant #1's Septamber 2 1078 . specialist at the residential and day 1030, 67"
phys'regem's orger at_the. day progra n havwver, program sites as needed further ensure .
prescribed "hand mitts or biker's g sves to be implementation of client #1°s behavior | 0'90\1'9-

'| of the plan revealed thet the day pi agram failed b
: i-noorpm"ate the use-of the gloves r cominendsd

' program for the months of August md $eptemberr
| 2007. The case manager rferme: | thesurveyor -

‘worn for 1 hour during axhibitions | f sib [self
ous behaviors] i prevent inju v It should
be nated thahhe physician’s order revaaied that
the start date for the mitts ware M: y 14 2005.
According to the day program casc mehager, the
cliant had previousiy worn the gloy es when he |
exhibited sib bekaviors a "lang tis ; agg."

2. Reviaw of the clilent’s day prog em habilitztion
récord on Octaber 9, 2007 reveals | a Behavior
Support Plan (BSP) dated Novemni er 14, 2006,
The plan documented "Behaviors « f Caneam” to
include sib (hand -biting). 1t stated thatiClient #1%
hand-biting behavior had resulied | 1 sefious
wounds to the clienf's hands in the pastand that
the residerntial provider had implen ertdd the use
of @ hand-mift fo prevent injury.  F uriher review .

s part of an indervention strategy 1 or hils
hand—bttmg behavior. The survey rwas told that
when the client exhibits the hand-t tng behavior,
tha day program staff are instructe { "tosask [the
cllent] to stop in a calm way. ifhe loesnot stop
we explore why he won't stop. For exatnple, if he
is hungry, then we addness Mis nex ds ta eat.

3. Behavior data was requested fr ym the day

3.

4. Reference response 10 W120 #1 and #2,

support plan.

QMRP will follow-up on a monthly
basis to ensure receipt of behavior
documentation. QMRP will continue to
complete routine visits to the day
program and address issues and
concerns as they arise,

QMRP will coordinate additional training
as needed with day program staff.

Client #1°s behavior program does include
proactive strategies to redirect client #1
and to stop biting his hands, If the hand
biting continues and/or redirection is
unsuccessful, the gloves should be placed
on his hands. QMRFP will follow-up as
indicated to ensure that the day program
inncorporates the use of gloves as part of
an intervention strategy to address

hand-biting.

Reference response to W120 #1 aad #2. .
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Eveot Ib;PELERY

Faclity ID: D3G192

It continuation sheet Page 3 of €




10/19/2007 09:13 FAX 202 891 9293 INDIVIDUAL DEVELOPMENT do07/009

WS AW MWW LA v s A’ dabbie LY O A4Lra
+ B -

B Uiy

. . ' . o PRINTED: 10M2/2007
DEPARTMENT OF HEALTH AND HLIMAN { ERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID S SRVICES . OME NO, 0938-0301 -

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SU PLIER/CUA (%2) MULTIPLE CONSTRUCTION (=) DATE SURVEY

; ; : COMPLETED
AND PLAN OF CORRECTION mamnca‘nc d NUMBER: | A SLYLBING -

, 03¢ 192 | jBwme g 1010912067
NAME OF PROVIDER OR SUPPLIER ‘ STREET AUDRESS, GITY, STATE, 2P CODE

DI 3312 4TH STREET, S€
1 WASHINGTON, DC 20032

SUNMARY STATANENT OF DEFICH NCIER T PROVIDER'S PLAN OF cbm&cnon o5,
%“E’;—l& . (EACH DEFICIENCY MUST RE PREGEBI D PREFEX ) (EAGH CORRECTIVE ACTION SHOULD BE - WM&ETIUN
TAG |  REGULATORY OR LSGDENTIFYING IN N | e CROSSREFERENGED TG (;H')E APPROPRIATE TE

W 120 Contintsed From page 3 ' W-120

thet he would check to see if the t: ta wis
avaliable and if 50, he would fax it1) thd ske

agency, [Tthe bahavior data for Se slerbber was

. | received post survey amd reviewed zera incidents

| of hand-biting.] He further nioted t 2t thee behavior

data riight be with théx Belwavior Sp aclafist who

was not at the day program facility n ardaiy
basis,

4. Interview with the facility’s hous | manager and
review of records on Qctaber 9, 20 17 at 6:34 PM
reveaied that the day program infol med the ‘
fatility (via "linfra-Agency Commun zatidn” fonm)
on Qctober 4, 2007 at2:20 PM the "corsurmer
exhibited his behavior® The form re veakd that the
client bit himself ight hand which } 2d an old
woind. Observation of the cllent's hand by the ,
house roangges on October 4, 200 © reNealed thad | |
thehand was ved. Interview with® eddy prograrh |
staff revealed that the glove was n ¢ befing used
during the ircident.

W 124 | 483.420(2a)2) F'ROTEC'I'IION OF( LIENTS: - W14
RIGHT:S R

The faclity must ensure the rights »f alj elients.
Therefore the facility: must inform ¢ achitclient,
parant (if the client s a minor), or | \galfguardian,
of the client's medical condiion, dt veldpmental
and behavioral status, atendant F sks of
| treatment, and of the right to refus » treitment.

This STANDARD is not reet as ev dented by:
Based on cbsensdion, irtaiview a d record
verification, the faclily failed to do umént actions
taken to ensure the right of each ¢ ientlard/or
fegal guardian to be infarmed of # 2 atiandant
risks of treatrnent and the right to | sfuse

FORM CMS-2587 (02-05) Frevious Varsions Qbsclete Evart ID:PSE1 Fadity 1D! 09G192 If confinuation sheet Page 4 of & )
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W 124

W 1869

.| provide evidence of guardiaaship.

'was verified by the cliert's psyehoh giczi
| assassraenl, dated

' .| behalf regarding his habilifation pla ning,

.| the client kad family mvolvement (1 athier) but did
| not have a legad guardn.

" | failed to provide evidence that Clier t#1's
| right to refuse treatment, had been fully explainet

| RETAROATION PROFESSIONAL

Contirated From paga 4
treatment, for ane of the four client - in the
sample. (Client #1)

The finding inciudes: |
Intarview with the Qualified Mental etdrdation

Professional (QMRP) via telephone revbaled that

Chent#1 had been approved for & juargian in
April 2007. Further interview with t 1@ OMIRP
revealed that he would fax & docun entlhat

Interview with the House Manager evebled that
Client #1 did not have the capaciy © gie
Informeq cansent forthe use of his medicalions,
hahfitation services, and finances. Tha interview

July 5, 2007. A sconding to tht:
assesstieri, Clicrt#1 “does uet ¢ idefice fhe -
capacity to make indapendent dec sionk on his

freatrent, placement, financial ane meglieal
matters.” Further interview with the QNRP on
September 27, 2007, at 4:01 PM, r wedled that

Interview with the QMRP and revie v ofiClient #1%
racords failed fo provide evidenes 1 wat informed
wohsent was obtained for the usa ¢ ' the client's
hand mifts. Atthe timme of the surv v, the facility

treatment needs, including the ben 'its
assocized with the use of wdarven lonjand the

to him and his mather.
483.430(a) QUALIFIED MENTAL

W 124

W 159

W 124
This Standard will be met as evidenced by:

QMRP will fully explain to client #1 and his
mother the use of interventions to include risks/
benefits of treatment, and the right to refuse
treatment. QMRP will obtain written informed | -
consent from client #1 and his mothér, Information
will be filed in client #1°s book for review. :

(0.20:5]
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" | Each client'’s active treatmert progr m dwust be

integrated, coordinated and monitol ed iy a

quaified mental retardation profess onal.

This STANDARD s rot met as evi lended by:

Based on interviews and record re\ ew the

Qualified Mental Retardation Profer sional

{QMRP), falled to enstie that clien s adtive

treatment program to include interv :ntidns were

N established, Integrated, coordinate: and
monitored for ene of four clients In luddd in the | Wa1s9
| sampie, (Client #1) This Standard will be met as evidenced by: (031 O]
The finding mnciudes: Reference response to W120. QMRY will revi
and discuss client #1°s behavior support plan wi
The QMVRP falled to ensure that CF st #1's the behavior support specialist/s, QMRP will
-treatment orders for hand mitts orl lkeds gloves follow-up to ensure that client #1’s behavior
to be wam for 1 hour during exhibil onsiof support plan js integrated, coordinated and
seff-injurious behaviar(sib) to preve it ifury was | monitored on an ongoing basis. QMRP wil] alsol
incoparated in his vay praguam Bel ayy Supper! |- ifollow-up to ensure that physician’s orders remain
| Plan (B5P). [See W120]

consistent with behavior support interventions at
both the day program and residential settings.
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